SUMMARY One hundred and ten patients who had presented with amaurosis fugax and were treated medically were studied retrospectively. Follow up from the time of presentation was six to nineteen years with a median of eight years. The mortality and frequency of strokes in this group was compared with populations matched for age and sex. Life expectancy in patients with amaurosis fugax was reduced. Ischaemic heart disease was the most frequent cause of death and occurred at a greater rate than in the general population (p < 0-01). We report our experience in 110 medically treated patients, comparing their propensity for death and fatal ischaemic heart disease with a calculated expected rate for the general population matched for age and sex. The risk of first stroke (fatal and non fatal) in these patients is compared with the incidence of first stroke from the Oxford-
SUMMARY One hundred and ten patients who had presented with amaurosis fugax and were treated medically were studied retrospectively. Follow up from the time of presentation was six to nineteen years with a median of eight years. The mortality and frequency of strokes in this group was compared with populations matched for age and sex. Life expectancy in patients with amaurosis fugax was reduced. Ischaemic heart disease was the most frequent cause of death and occurred at a greater rate than in the general population (p < 0-01). The indicence of stroke was higher than in the Oxfordshire Community Stroke Project 1981-1983 (p < 0-01). Comparing our results to those published for cerebral transient ischaemic attacks, patients with amaurosis fugax have a similar mortality rate but probably have a lower incidence of stroke. Patients with amaurosis fugax who have an occluded or narrowed proximal internal carotid artery have a greater risk of subsequent stroke than those with a normal carotid artery, or an arteriogram (p < 0-01).
Fisher' first drew attention to the association between transient uniocular We report our experience in 110 medically treated patients, comparing their propensity for death and fatal ischaemic heart disease with a calculated expected rate for the general population matched for age and sex. The risk of first stroke (fatal and non fatal) in these patients is compared with the incidence of first stroke from the Oxford- Amaurosis fugax was defined as partial or complete uniocular visual loss of sudden onset lasting less than one hour. Patients with overt ocular pathology were excluded although five with raised intraocular tension were included.
The patients' general practitioners were contacted by telephone sometimes with the help of the Family Practitioner Committee or Central Registration. If the patient had deceased, a copy of the death certificate was obtained from the Office of Population, Censuses and Surveys. Surviving patients were contacted by telephone or letter.
The patients' notes, general practitioner or the patient themselves were used to derive the following information: age at onset of amaurosis fugax, previous stroke, ischaemic heart disease, hypertension, diabetes and smoking habits. Subsequent death, stroke, ischaemic heart disease or visual loss were recorded. The results of special investigations such as angiography were also noted. A stroke was defined as an episode of focal neurological deficit of sudden onset 902 lasting more than 24 hours. Death from ischaemic heart disease included myocardial infarction, coronary thrombosis and cardiac failure due to coronary artery disease.
Statscal methods
An actuarial life table technique was used for analysis with the starting point when first seen in hospital. Survival curves for the first six years were calculated to make allowance for those lost to follow up. Those who died from non-cardiac or non-stroke causes were regarded as lost to follow up in the year that they died. The expected yearly death rate was derived by using an average death rate for different age groups weighted according to the age distribution of the amaurosis fugax sample (direct standardisation). The average death rates were taken from the 1975 mortality figures for England and Wales as published by the Office of Population, Censuses and Surveys. For fatal ischaemic heart disease ICD codes 410-414 were used. From the expected yearly death rate an expected survival over six years was calculated. The observed and expected number of deaths over six years was then compared using Poisson distribution probabilities.
The incidence of stroke in patients with normal and abnormal angiograms was compared using a chi squared test.
Results
One hundred and ten patients were identified from hospital records. Thirty-one died and six were lost to follow up. Eighty-two were followed for a minimum of 6 Forty-seven (43%) patients still alive had had no further amaurosis fugax after their presenting episode or episodes.
Mortality
The mortality in our group of patients with amaurosis fugax steadily increased and at six years was 21% for males and females combined (fig 1) . This compares with an expected mortality of 15 % after 6 years (p = 0.06) for an age matched population in England and Wales. This is due to an increased mortality in men, the observed mortality 903 The number of strokes (fatal and non fatal) in our sample steadily increased over the first six years of follow up (fig 3) . At six years 13% of the group had suffered a stroke compared with an expected number of 3% for Oxfordshire, 1981 Oxfordshire, -1983 . This is a significant increase in strokes (p < 0-01 
Discussion
Patients experiencing uniocular blindness are alarmed and usually report to their general practitioner after one or two attacks.3 They are customarily rapidly referred to hospital and so this sample is probably representative of amaurosis fugax in the greater London area. This study shows that patients who have amaurosis fugax frequently die from ischaemic heart disease. The mortality rate per year is approximately constant over six years. At six years after presentation the number of fatal cardiac events is approximately four times the expected number for England and Wales. An increased risk of ischaemic heart disease is not surprising since the suggested aetiology of amaurosis fugax is embolism from carotid atheroma and there is a close relationship between severity of atheroma in carotid and coronary arteries.7 There were eleven strokes during the first six years of follow up, that is an average stroke rate of 1-8% per annum. Although we did not study a group of cerebral transient ischaemic attacks this is less than the generally accepted stroke rate of 5 to 10% per annum after a cerebral transient ischaemic attack. This may in part be due to a high proportion of young patients in our sample or to the exclusion of sixteen surgically treated patients. Another explanation for the better prognosis in ocular ischaemia is that amaurosis fugax may be an earlier 905 and more sensitive index of atherosclerosis than is a cerebral transient ischaemic attack. This may be related to the size of the embolic fragment necessary to block a retinal artery or to the difference in collateral blood supply between brain and retina. Finally it is possible that a separate mechanism unrelated to atherosclerosis may be operating in a proportion of patients with amaurosis fugax this group having an earlier onset and better prognosis. The fact that no patient presenting under the -age of 57 years developed a stroke tends to support this view.
